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Foreword 



EXCEPTIONAt CHILDREN AT RiSK 
CEC Minl4Jbrary 

Many of today's pressing social problems, such as ptwerly, ht)me!esji- 
ness, drug abuse, and child abuse, are factors that place children and 
youth at risk in a variety of ways. There is a growing need for special 
educators to understand the risk factors that students must face and, in 
particular, the risks wnfrtmting children and youUi who have been 
identified as exceptional. A child may be at risk rfue fo a number of quite 
different phenomena, such as poverty or abuse. Therefore, the child may 
be at risk for a variety oi problems, such as developmental delays; debil- 
itating physical illnesses or psychobgiral disorders; failing or dropping 
out of school; being incarcerated; or generally having an unrewarding, 
unpmductive adulthood. Compounding the difficulties that both the 
chiW and the educator face in dealing with these risk factions is the 
unhappy truth that a child may have more than one risk factor, thereby 
multiplying his or her risk and need. 

The struggle within special education lo address these i.ssues was 
the genesis of the 1 991 CEC conference "Children on the Edge." The 
content for the a)nference strands is represented by this series of publi- 
cations, which were developed through the a.ssisUnce of the Division of 
Innovation and Development of the U.S. Office of Special Education 
Programs (USEP). OSEP funds the ERIC/OSEP Special Prviject, a re- 
search dissemination activity of The Ctmndl for Exceptional Children. 
As a part of its publication program, which synthesizes and translates 
Rfsearch in special education for a variety of audiences, the ERIC/OSEP 
Special Project cwirdinated the development of this series of kH)ks and 
assisted in their dissemination to special education practitioners. 



Each book in the series pertains to of the conference strands. 
Each provides a synthesis of the literature in its area, fcdbwed by prac- 
tical suggestions^-derived from the Uterature^for prc^i^ develops, 
administrators, and teacl^rs. The 1 1 books in the series are as folfows: 

educators and other piofes^onals face in contending with episodes 
of violence and agggi^on in the schools. 

• Abuse and Ne^ect of ExcefAwml OiOdren examines the mle of the 
special edurator in dealing with diiWren who are abused and 
neglected and those with suspected abuse and neglect. 

• Speda/ Health Care in the ScHa^ provides a broad-based deBnition of 
the population of students with spedal health needs and discusses 
their unique educational needs. 

• Homeless mtd in Need ofSpaM Education examines Uie plight of the 
fastest growing segment of the homeless population, families with 
children. 

• Hiddett Ymtk: Dropouts from Special E4umtim addresses the difficul- 
ties of comparing and drawing meaning from dropout data 
prepared by different agencies and examines the characteristics of 
students are! schools that j^ace students at risk for leaving school 
prematurely, 

• Bom Substance Exposed. EduattiomUy Vulnernhle examines what b 
known about the long-term effects of exposure in utero to alcohol 
and other drugs, as weU as the educational implications of those 
effects. 

• Depressioit and Suicide: Special Education Students at Risk reviews the 
rt>le of school personnel in detecting signs of depression and poten- 
tial suicide and in taking appropriate action, as well as the n>le of 
the school in devek)pingand implemenHng treatment programs for 
this population. 

• Language Minority Studaits uith Disabilities discusses the prepara- 
tion needed by schools and school personnel to meet the needs of 
Umited-English-profident students with disabilities. 

• Alcohol mui Other Drugs: Use, Abuse, and Disabilities addresses the 
issues involved in working with children and adolescents who have 
disabling conditions and use alcohd and i»ther drugs. 

• Rural, Exceptional. At Risk examines the unique diffic«ilties of deliver- 
ing educ?tion services to at-risk children and youth with excep- 
tionalities who live in rural areas. 
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• OM* Je(fpard^: Pr^^mnt and I^rmting Youth in Specmt Eduaaimt 
addr»ies th« pl^ht of pregnant teenagers and IN^naj^ parents, 
especially those in specif education, and the role of jmig^am 
developers and practitioners in responding to their educational 
needs. 

l^kground information appltcai^le to the conference strand on 
ju^^nile corrections can be found in another put^Bcatton, Speaai Bduca- 
tkm in Jwenik Cmeai(nis, which is a part of the CEC Mtni'*Ubrary 
Walking with B^vimil Disorders. That publication addre«»es the 
demogcaphics of inc^rcemted youth and promising practices in respond • 
ing to their needs. 
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1, Introduction 



TheimtffBhavBfmfinmiaiBmf^ciun oftnfanh who ¥mr» 
exfiosod to alGoho! ami offfsr dhigs bi utaro. TItf 9 pHttwe (a 
mtfutty sui^mnail by rasearch or cHiUcal &tp^ 
thaae eMdian: Wadon^ Imow tha incti^nca ofpranatal 
a}q>oaura to alcohol and oUm drugs, nordovira know tha 
long4arm affacts of such axpoama. 



The awmunity ptrrceplu^n uf children who have been exfH)sed tu al- 
cohol and other drugs in utero haji been shaped by print and video media 
coverage emphasizing the ''epidemic natun?'' of drug abu$»e by pregnant 
women and the subsequent damage to their babies. News reports on all 
of the ma jt»r networks have shown newl>om babies who were extremely 
premature and/or were gtnng through drug withdrawal. 

Concern for the outcome of these children and their families under 
lies sonw major issues that currently face the field of special educaticm. 
How will special education play a roie in meeting their needs? What 
services, prc^grams, and strategies have we developed in spedail educ»v 
titm that will be helpful to these children and families who are at risk? 

The incidence ot substance abuse by pregnant women is not clear, 
nor is the incidence of substance expi>sure in ulerii. We also du not know 
the long-term effects of such exposure except for alct>hol The dire picture 
that has been painted b) the media is ml supported by research 4>r 
ciimcal experience with these children. We know that the developmental 
outcimie of children is affected nut only by biokigical factt>;.i, but also by 
environmental factors such as poverty and nutrititm. The services we 
provkie to childa^n and their families during the crucial infancy and eariy 
childh<H>d years are alsci an example of an environmental factor. The 
nature of the services families receive and hiw th^^y are provided have 
a major impact on outCi>me (Schi>rr & Schorr, 1988). Our hiipe is that 
education, by joining with either community agencies, can help children 
who are at risk due to substance exposure avoid becoming adolescents 
and yiJung adults who have multiple prt^bk^ms such as substance abuse, 
dropping out of schiH^k and juvenile delinquency. 

This bi>ok reviews what we currently km»w abrnit priwiding high- 
quality services to young children who have been prenatilly exposed to 
drugs and alcohcJ and their families. 
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2. Synthesis of Research 



Many wmiw who ^>U89 aksoho^ and otiier drugs during 
fM^aneyatso axpar^nca {fm9rpsyGiN^>gieal^ sodai, and 
madlcal avanta that can affect tha hi^tth of ttiafr chMran. 
ThuBp rMm ofauliatanca axpomaa ma oftan 
comiHHindad Iby offter dmieult^a, Bwh aa timdaquata 
housfi^, metf fool care, cMHi cma, and nuUWonj ^atf^aca 
thaaa chftdran at risk for davafofmiantat datays. 



Although this book fcnrustes on the ^duc^tipnal and therapeutic need^ of 
jroung children who wei^ sui^taiKe exfK^ in utera and their families, 
the« children often face other social realities that |rface them at risk for 
devebpmental difficutties. A substantial number of children in the 
United States today are at risk due to lack of adequate housing, medical 
care, nutrition, chUd care, and other unmet nwds. For example, many of 
the children infected by the human immunwlefidency virus (HIV) via 
their mother's drug use during pregnancy are pcHir They often live in 
inner<Jty sitfas that are affected by poverty, violence, and drug wan*. 
Mothers may be undereducated and have few job skills; they are often 
single parents, dependent on Aid to Families of Dependent ChiWren and 
other entitlement programs to meet thar and their chiUren's needs. 

Children who were prenatally exposed to alcohol and other drugs 
may experience unstable living arrangements and inconsistent careg?v- 
ing. They may live with different relatives or friends when they are not 
with their mothers, or they may be placed in ftniter care settings. With 
the increase in drug use by women of chitdbearing age during the 198DS 
has a>me an increase in oul-of-home placement for infants and Unldlers 
{CoiulUhns of Childrrfi in California, 1989; Tat Rewsc^is to Im^ 1990). 
For example, in Los Angeles County, Califomia, the placement of chil- 
dren in oulK?f-home residenlial care increased from 7.7 per 1 ,001) children 
in 1987 to 13.1 per l,tX)0 children in 1990; the incidence nearly doubled in 
less than 5 years (Children NOW, 1991). 

An analysis of the impact of prenatal substance exposure must 
include an examination of the biological impact that drugs may have on 
development and learning. Such an analysis is not complete without an 
examination of the environmental factors that may also affect develop-^ 
ment and learning. The interrelationship of biology and environment is 
called an interacthfiist point of vieut The developmental outcome of the 
child who has been prenatally exposed to drugs and alcohol will truly be 
the result of the interaction of biology and postnatal envimnment. 
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B)ok>9)«at ancl Hmiktai RtsK Factors 

Maternal abise of substance* dudng pregnancy plaoes the fetus, and 
later the child, at rfek for a vaifely of me<fical, neurrfogM/ neuro- 
devetopmental, and behavioral difficulties (Brooio^unn & McCarton, 
19«; Kronstadt, 1991; Zuckennan, 1991). These difficulties may become 
evHent in utero or during defivery, or during the neonatal, btfan^ 
toddkr, or preschool periods. In this section, Hterature wiB be reviewed 
on substance use, substance abme and the pregnant woman, the impact 
of substances on the developing fetus, and the impact of substances on 
th£ developing neonate and Infant 

Si^tance Use. Poulsen (1991 ) described drug mariating and drug abuse 
as big business in the United States. The United States is the largest 
impwter of cocaine in the world. The Drug Enforcement Agency (DEA) 
estimated that we imported more than 100 metric tons in 1989 0«hl, 1989). 
NIDA reported that this was a 35% increase in less than 5 years. Of the 
cocaine and PCP supplied in the United States, 50% and 80% respectively 
ate supplied from California. The largest cash crop (albeit iflegal) m 
California is marijuana. While it is particulariy recognized as a problem 
in the large urban areas, drug use is spreading to smaller towns and rural 

areas. , , 

How a drug is taken influences how quickly it reaches the bram. 
The form of the drug aLw influences how addictive it is. Generally, 
smokafale forms are comidered highly addictive and more powerful than 
powdered forms. For example, a sodal user of cocaine who 'snorls' 
weekly may become addicted in 5 yeare, while a cocaine .smoker may 
become addicted in as few as 2 weeks of daily use (Harpring, 199(»). 
Currently the drug that is receiving the greatest attention because of its 
Impact on the developing fetus and later on the chiW is crack awraine. 
The primary drug of choice for given individuals varies with where they 
live, their ethnio^radal background, their inaime, and when they are 
being examined (Corwin, 1989; Isikoff, 1989; Ybarra & Uberman, 1989). 
For example, in Southern CaUfomia crack » the mt>sl frequently abused 
illidt drug in Los Angeles County, while methamphetamine is the leader 
in San Djegi> County. Heroin is more likely to be used by Hispanic 
women who are addicts, while crack is more frequently used by African- 
Amcrittjn women who are addicts (Poulsen, 1991). 

Mmt pregnant women who are addicts are users of multiple drug-s 
including alcohol (Burkett, Yasin, & Palow, 19W). While they may have 
a primary drug t>f cht>ice, they abuse that dnig and others depending on 
what is available. The seriousness of alcohol as an addictive .substance 
must not be overkwked. In terms of dtwumented devebpmental out- 
come on the fenis, alcohol is a known teratogen that causes fetal alcohol 
syndrome and fetal alcohol effects. Approximately 5% of aU birth defects 



3 

12 



are ^^odated with prenatal exposure to alcohol Akx>hal abuse is the 
leading rai»e of menta! r&tardd&)n in the United States (Strw{«»guth, 
Sampson. & Barr, 1 «t9), 

SHh^nceAbuseand the Pr(^nt h/opm. Befiw examining the Impact of 
sul>stance exposure on the infant, the influence of other psychotog?cal^ 
sodsAf and medical events in the pregnant woman who is abusing 
substances must be noted. Substance abuse onsses aD income tevels, 
educational backgrounds, and raciaVWUtnic backgrounds. The inddence 
is not well established in different groups of women. One study con- 
ducted in Florida Indicated that the us^age rate for iliidt drugs and/vr 
alcohol ranged from 13% to !6% among pregnant women. This rate was 
not influenced by the sociwcom.mH: status of the mother (Chasnoff, 
tandre^, & Banrett, 1*^). The media attention thiis far has hKused on 
women who are using publidy funded services. These mothers often 
have pCHir nutrition, impaired funeral health, and inadequate health 
care. They often do not receive regular prenatal care and may avind the 
medical service Gysten\ for fear of detection as addicts. They are mortr 
likely to have untreated sexually transmitted diseases and aa- at much 
greater mk for HIV infection. 

The vast majority c>f pregnant wonten who are substance abusers 
were abused and neglected as children, Feig (l^)) found that 83% had 
a parent who was drug or alcohol dependent, while this was the case fi>r 
only 35% of nonaddicted wtmien. Many had been sexually abused before 
adolescence and engaged in prosjtitution during adi^lescence to support 
their addiction. Ft ir example, Feig found that nearly 7Q% of women 
who were drug dependent had t>een sexually abused before 16 years of 
age^ whUe only 15% of nonaddicted women of similar sodtHfConomic 
backgrounds had been sexually abused. As aduits they are often abu.wd 
and expk>ited by the men with whom they live. They show increaj^ed 
incidences of j^ychological pn^blems such as clinical depressiim^ anxiety, 
and suicidal ideation^ They often do not complete their formal education 
through high school and may display learning, behavioral, and social 
problems. Their involvement in the drug culture t f ten includes criminal 
activity such as prostitution to support their habits and may result in 
incarceration. OveraB, these women bring a host of bkilc^gical and en- 
vironmental risk factcjrs to their pregnancy in addition to substance 
abuse {Burkett et al., 1990; Finnegan, 1989; Griffith, 1 Wl; Howard, Be- 
ckwith, Rodning, & Kropenske. 1989; Reed, 1987). 

Not all pregnant women wtio are abusing drugs and alcohol match 
this picture. Some are functioning full time in the world of work and 
family. Others are attending school or competing job training program.^. 
However, all are affected fwiychi^k^gically and biobgurally by their addic* 
tiort These effects place them and their fetuses at increased risk for 
developmental difficulties. 
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Impea cjf Sul^lances m the tkpdcpmg Petus. *There is not a typkal profile 
of tl^ child who has been pr^iataliy exposed to drugs and/or aicohor 
^de^ Fmara, Jdhn^m^ jones, ^cenbaiun^ Tyler, W^laa, & f^oulwn, 
198^ Griffith, 1991; Pouben, 1991), Although aO of the drugs discussed 
in th^ book citm tifie ptacente and reach the fetus, Uieb impact depends 
on a host of factors, sxKh as combimtion of druj^ used, time in pregnan- 
cy when ingested, and duration of mother's drug use. Even among 
women conskiered to he severe akoholics who contini^ to drink during 
their entire pregnancies, 35% of the childmt win not dis jJay fetal alcohol 
syndrome (Streissguth^ Sampson, & terr, 19819). 

Jones and Lopee {\9^) concluded after reviewing the literature on 
fetal effects from maternal substance abuse that matching specific drugs 
with specific fetal risla was not useful Most women are multiple drug 
users, and many fet^ risks are aimimin across different clas^ of drugs> 
Poulsen (1991) pointed out that the genetic resiHena of the fetus, the 
health of the mother, her prenatal c^re, and the developmental status of 
the fetus at the time of expi>sure all influence what effeicts the substance 
exposure will have on the fetus and subsequently the child- 

During the first trimester, substance exposure is must likely to cause 
structural and/or neurological damage (Briggs, 1^; Hallam^ 1989; Oro 
& Dixon, 1987). Crack exposure causes miscarriages in up to 38% of 
pregnancies (Ryan, Ehrlich, Finnegan, I9!S'). During the second 
trimester, substance expiisure contributes to intrauterine failure to thrive 
and growth retardation (Burkett, Yasin, & Paiow, 1^; Little, SneD, 
Klein, & Ciktrap, 1989; Smith, 1988). Being bom small for gestational age 
places the infant at high risk for learning problems. During the third 
trimester, substance exposure, particularly to cocaine and heroin, may 
lead to premature labor and delivery (Chiang & Lee, 1985; Keith, 1989; 
Oro & Dixon, 1987). Prematurity is a major risk factor for developmental 
and learning problems. 

Substance abuse can have teratogenic effecte on the developing 
fetus (Le,, effects that cause malformation). These effects may be evident 
at birth or may not be manifested until later in development (Weston et 
aL, 1989). Numerous authors have pointed to the direct effect that 
substance abuse has on increa^ng the risk of premature delivery, abrup- 
tion of the placenta, spontaneous abortion, fetal distress in labor and 
deliveryjntrauterine growth retardation, intrauterine strokes, low birth 
weight, sudden infant death syndrome, and sexually transmitted dis- 
eases including AIDS (see Lindenberg, Alexander, Gendrop, NendoU^ & 
Williams, 1991 or Kronstadt, 1991 for reviews). The terati^enic effects 
also may l>e evident through changes in structures or functions of organs 
and systems. For example, cocaine has a teratogenic effect on 
neurotransmitter function and probably indirectly affects the brain via 
vasocontriction (BrcH)ks-Gunn k McCarton, Wl), Niaitine constricts 
maternal arteries and therefore blocxi flow to the uterus (Newman & 
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Buka, 1991). Strei^guth (1990} hasdiKumented the teratogenic effects of 
alcohol on cardiac, rCTial, and fackl stnicturra. However, ZiKdcerman 
(1991) cautiondl that the% findings are not piedtctive for aO infants w}^ 
have been sutotance ecproed in utero. Some infante who haw teen 
exjHiwd do not show any dinical manifestatiom of such exposure* 
Substance exposure in utero is a ris* pctor. 

The im|H>rtance of prenatal care for increi«mig pc^tive fetal out- 
come has been well dcnnmiented (Griffith, 1991; Grws & Hayes, 1991; 
Nelson, 1990), In a 19»9 study in Los Angeles County, 90% of pregnant 
women who were sul^tance abu^^ had received minimal or no prena- 
tal health services (Legislative Analyst, 1989). Nelson (1990) estimated 
that 40,000 babies in California who died shortly after birth or ex- 
perienced serious medical complications would have been helped by 
prenatal care. Pouisen (1991) indicated from her review of the literature 
that the perinatal problems of women who were substance abu»» and 
thdr babies would be greatly reduced by adequate prenatal care; how- 
ever, she cautioned that prenatal care would not eliminate premature 
delivery and perinatal morbidity associated with drug me. Clearly, the 
impact of substance exposure interacts with the health services receh^d 
by the mother during her pregnancy, even if she continues to use drugs 
and/or alcohol (Griffith, 1991). 

Impact of Substances <ni the Devehping Neotrnte atid Infant, In addition to 
the effects of substance exposure discussed in the last section, re- 
searchers, service providers, and parents have been concerned about the 
possible impact of substance exposure on a child's eariy behavior and 
continuing devebpment Kronstadt (1991), In summarizing the research 
to date in this area, stated ^'In sum, there is little eviderKe that prenatal 
substance exposure, whether to cwaine, marijuana, ofriates, tobacco or 
akohoi, is linked with laige de^ts on standardized developmentai tests 
(p. 44).* She went on to point out, however, that much of the concern 
that has developed due to the dramaiic increase in the number of infants 
who have been substance exposed has not been related to their overall 
performance on standardised measures of developmenL Rather, 
parente, teachers, and medical personnel are concerned about develop- 
mental sequelae believed to have an impact on \\ow well the child 
interacb with Ws or her environment and learns from it. These are 
generally described as neurcbdmnoml chattkierhtks. Many authors 
believe that child ten are most likely to show differences of delays in their 
development in this area (Brooks-Gunn & McCarton, 1991; Chasm^ff, 
Griffith, MacGregor, Dirkes, & Bums, 19^, Cole et al, 198^ Griffith, 
1991; Howard et al, 1989; Pouisen, 1991; Schneider & Chasnoff, 1987; 
Weston et a!., 1989; Zuckerman, 1991). A review of the work of these 
authors follows. 
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These neurobehavioral duwacteiistics may be apparent on eariy 
assessmenteof the neonate and may pcr^t throu^ the preschool years. 
Ths amsleHation of behavior Is of concern because of the impact it has 
on how a diild devek^ relalionships wth people— partkulariy primary 

oii^iveTS-and learns from people, infects, and events in the vtM. 
Not an chOdren who have been substance taposed will show these 
behaviors. Not afl children who show these behaviors have been sub- 
stance exposed. . 

As newborns, children who have been substance exposed may be 
more irritable and difficult to handle for feeding, bathing, and diapering. 
Typical caregiving acthfities may jdace the child in a state of distress and 
agitation. The diildten have been doamiented to have unusual acoustic 
characteristics to their crying, makingit high pitched and piercing. When 
tihe children are a^tated, they may show decreased abilities to comfort 
or console themselves and may not be consoled by rocking, holding, or 
singing. The chUdren are also more likely to dbplay poor feeding patterns 
as neonates and infants and are at increased risk for failure-to-thrive 
syndrome. 

On neurobehavioral assessments, the neonates may display altered 
state regulation, disorganization, and lability. The smooth cyde from 
sleep to focused alertness to sleep that is seen with a typical infant may 
be disrupted with these babies. They may have a difficult time going to 
sleep and once asleep may be difficult to arouse. After awakening, they 
may be irritable or unn^ponsive to caregiver interaction. The babies may 
show depressed interactive abilitit». Even if they are in a calm, alert stale 
and are appnwched appropriately by a caregiver, they may not respond. 
Often they do not establish a consistent sleeping pattern and do not sleep 
through the night at typical ages. When awake, they may demonstrate 
an increased startle resptinse and sensitivity to sounds, light, and 
positioning, which may make it difficult for carepvers to have positive 
interaction with them. These babies have been characterized as more 
difficult and demanding and less responsive and rewaniing than even 
"diffjodt" typical babies. 

Babies and infants who have been prenatally expi>sed to substances 
may display increased tremulousness and impaired motoric functioning. 
They may show increased muscle tone, tremors, and delays in the 
integration of primitive reflexes. These may combine with the previously 
mentioned difficulties in state regulation and generalized irritability to 
hirther complicate the child's interaction with a caregiver. The children 
are sometimes characterized as physically difficult to handle by 
caregivers. 

As the babies develop, their interactions with caregivers, objects, 
and events in their lives continue to be influenced by the 
neurobehavioral risks mentioned above. The disorganization that may 
have characterized such an infant can continue to be manifested in the 
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child's interactions and learning patterns. While in general development 
may be within normal limits, these chitdien often continue to be at risk 
for social, play, emotional and conununication problems. Thdr *dif- 
ficultness' may make it a chalknge for caregh«rs to persist in building 
a consistent and nurturing relationstup. Comprombed capadty for state 
r^uktion may interfere with the infants' participation in sound inter- 
acthre relationships with careg^vere. IrritaWlily and labiKty may make it 
difficult for them to cope vrith stressors in the environment Additionally, 
their depressed interactive cues may be overloc^ed or misread by 
caregivers, and as a result their needs may not be met Over all, the 
neurobehavioral difficulties, when they are manifested, place these 
diildren at increased risk for physical and emotional ne^kct and abuiw 
by caregivers. 

If an infant is displaying any of the neurobehavioral characteristics 
listed, the caregiver may need spedal support and asastance in designing 
an effective interactive pattern with the infant Without such support, 
attachment and bonding are likely to be disrupted for Iwjth the Infant 
and the caref^ver. Without eariy attachment to a primary caregiver, a 
child's ability to develop trust, self-esteem, and }X)sitive relationships 
with others will be advereely afjfected. Such a chUd may be at increased 
risk for failure in a later educational settmg, because he or she does not 
respond tt» the tyfNca! pattern of rules, routines, and reinforcers that are 
used to guide devektpment and leaning. Intervention geared to building 
a healthy bond between infant and caregiver is essential to the long-term 
success of these children and their families. 

Psychosocial Risk Factors 

Importance of the Postnatal Social Envimmmt. Increasingly, researchers, 
pdicymakers, administrators, and direct service providers are recogniz- 
ing that for children who were prenatally exposed to drugs and/or 
alcohol to be successful, their families must be sucwssful. The eventual 
intellectual and social outcomes of children at risk are determined by 
both the prenatal biological risk factors and the postnatal social risk 
factors. Some researchers support the view that development is at least 
as determined by the postnatal social environment as by other factors 
(Bradley, 1989; Iflsley, 1989; Upsitt, 1988; Schorr & Schorr, 1988; Sigman, 
1^). What do we know a^»ut the postnatal social environments in 
which children who were substance exposed are being raised? 

The Parettting Emironment. Just as there is not a typical profile with the 
chiWren, there is not a typical profile with the families. Some families are 
intact, biok)gical families with working parents, high incomes, and many 
resources. Others are living in poverty, working, and providing as many 
resources as they can for their clvldren. Some children are being raised 
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by tl^biDlqglcid fathers* Otht^rs atebdngrakied by m^e motheiB who 
have stopped ahi^^ng ^& oni are putting thdr Iiv» bask ti^thtr. 
Still otl^rs are Ihing with g^raiulparents and extended family membm. 
$(m^ dbfldren are Uving wiUi motlms who ayre stiO abusing dn^ and/ur 
alcohol Others have been lemoved from the cmtody <rf tttcir OK^tl^rs 
and fathers and placed in footer cm or have been adopted. 

The environnMnts in whidi tite diUdren are being raised are as 
varied as the children themselves. Mostoftiie children who are currency 
being seen in early intervention pro^ams^ followed throuj^ research 
and intervention programs, or invcrfwd with their mothers in drug abuse 
treatment programs are from families who mmt use publidy funded 
services to meet their needs, Theiefore, the informatton ttot fotiows is 
biased toward thds sample. The pkture for families wFio are BnandaUy 
aWe to obtain private services may be very different 

CMidren who were prenataUy exposed to drugs and/or alcohol are 
often moved from placement to placement during the infant, toddler, and 
preschtH)! years. For example, the preschod-aged children being served 
in the Los Angeles Unified ScIuhjI District's special pilot program for 
children prenatally exposed to drugs had an average of 3.1 pbcemenls 
each by the time they entered the program at ag^ 3 (Cole, Jones, & 
Sadofsky, 19%)). Even children whi? had only one placenient still had to 
deid with multiple can^vers quite often, as different family members 
helped out or bioloj^cal mothers continued to visit while the children 
were in foster care. TTius, tl^se children who were at risk due to biologi- 
cal factors often immediately faced the postnatal social risk factors related 
to inconsistent caregivinj^ untrairied carejpvers, and poc^r attachment. 

Most children spend at least some time within the biolojpcal family. 
This family may be living in the drug culture or in an alcohol-affected 
household, or, in the case of the mother who is in recovery, may still bntr 
affected by her past An understanding of this situation is necessary for 
the design of effective family-centered intervention services. Wi>odruff 
and Sterzin (1991) summarized the backgnmnd of families involved in 
their early intervention program for mothers and children with AIDS. 
Briefly, they pcwnted out that the l>ehavior of many of the women was 
not consistent with biiildtng intimate^ trusting relationships with service 
providers. They are often seen as resistant and uncooperative clients. 
Because of poor problem-solving and dedsion-making skiSs, their lives 
are often chaotic and crisis driven. Some feel that they belong in the drug 
culture and cannot see themselves living oub^de it Because getting out 
will take a consistent, predictable, stable approach to decision making, 
they often are trappjd even when their commitrnt^nt to thar children is 
such that they would like to get out They miss appointments and do not 
follow through on suggestions and planned activities. Even if they 
discontinue their drug use^ their problems with decision making and 
coping remain. They may display short-term memory and information 
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processing probkms. Tim impsars thdr dblHty to provide a steUe^ nur- 
turing environment for their dtOdren* The unpredictability of the 
envirommnt contribute to the childien tndii^ evm more d^cutt to 
handfe and the tnoti^Mis having more trouble making sotmd dedslom« 
To e^cth^, inten^ntion with tlwse fanti^ mmt deal with tte 
multiplicity of factors involved m dnig abuse and Ute drug subculture. 

F^ul»en (1^1) pointed out that whUe drug abi^e crosses a|! 
^odoeconcmiic dasses^ poverty^ poor nutrition, educational or inte&x*- 
tual Ihnitatiom, aiul/or tmjal ^diation are fm)re frequent in mothers who 
are substance abu^rs. She ouffim J a number of chaKenges fadtr^ 
women who are abufdng drugs and/or alcohol theit are documented in 
the Bterature {Ciskey, 198^ Mondanaro, 1977; Rist, 199Q; Tucker, 1979). 

• Most are ^^e parents or are wth drug-using partners 
who offer little financial emotional or s^ia! support 

• Most are not financially independent Poor minority 
vi^n^n are 10 times more likely to he reported to diiW 
protective services than are white, middle-class substance- 
abusing mothers. 

• Many have three or more children. 

• Almost aB have a history of being physically abused; many 
have been sexually abused as well. Many are in abusive 
relationships with men. 

• Almost all have a histoiy of being sexually exploited by 1 3 
years of age* 

• Many have spent time in |ail for drug-related charges or 
prostitution, which was used to support their habit. 

• A high percentage grew up in out-of-home placements or 
in biological famtS^ considered to be dysfunctional due to 
substance abuse. 

• Many are londy and socially isolated if they chcKJse to ^go 
clean/ because their friends may remain in the drug cul- 
ture. 

• Many are dealing %vith i^ues of guilt depression^ separa- 
tion, and loss due to the number of their children not being 
raised by them and the number of fiiends and family who 
have died as part of the drug culture. 

• Many are experiencing difficulty becoming and remaining 
drug free. 

• Many are naive about how children grow and develop. 
They have difficulty interpreting their baWes' behavior; 
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project infemtiimality fxtm Hrth; and thfatk good mothers 
do not a&mr babies to moutti d^e<^, be tsmsy, or pli^ 
with their bodks. 

From Sdmds Med Hh? CkaUengs: EduaUkmid Nee^ OiSdrm 
At RiA a» to S^l^ame Expmav by Marie Kanne Poulsen, 
1991, Sacramento: Resources in S|>edal Edw^tion. Copyright 
1991 by Resources in S}:^ial Educatioa Vs^ with pemi^on. 

The quality of early infont-car^ver interacttons and sutoequent 
attachment h» long-term conseqi^nces for the dev^pment of cc^ni- 
five and social sidlte (Arend, 1979; BeU, 1970; Lfiyerman, 1977; Mab^, 
1978). Mothers who are substame abi^ers have been found to be kss 
attiKttive, responsive, and elaborative %vith their infants (Mondanaro^ 
1977; O'Connor, 1^)* This behavior may result in a cyde of maternal 
and infant passivity that could lead to pcxir attadiment and delays in the 
attainment of developmental mil^tones. Family-centered early inter- 
vention is necessary in order to break the cyde and ensure positive 
outcomes for these at-risk infant-car^ver dyads. 

Childmt Being Rais&i in Foster Care. In Califomia, Pouisen (1991) reported 
U\at more than IfMMK) children under the aj^ of 3 were reskiing in fester 
family homes, group homes, and shelters in 1^ in 1986 the number 
was 9,500. Up to %% of children referred to protective Mrvices are 
referred for drug-related reasons. Infants who were pr^taOy ex]K>sed 
to drugs and/or alcohol tend to be placed in foster care earlier, stay tonger, 
and have more shifts in placenwits. Infants who were drug exposed 
were still in the foster care system 5 years later. 

Three of the authors of this broic work in the Los Angeles area. They 
have seen an increase in children under age 2 being placed in group 
homes or group care situations. Often staff in these settings have mini- 
mal training and high turnover rates, which can contribute to poor 
attachment and bonding and to delays in attainment of developmental 
mi)esb>nes. These authors have also seen foster families being pressed to 
take on more infants with the spedal needs related to drug exposure than 
they <an handle. There are too few foster placements availaUe (CRIC, 
199C^* The result is that children are nuywd from placement to placement 
during the critical infant and toddler years. Pouisen and Ambrose (1 988) 
pointed out the Importance of ensuring that a foster child has only one 
placement until either reunification or relinqtdshment occurs, Foster 
families, like biolo^cal families^ may need added support to meet the 
special needs of children who have been prenatally exposed to drugs 
and/or alcohol Like bidogicat families^ foster families have no typical 
profile. 
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Sforte mmt be dimted toward supporting the parents in their 
parenting role, rather than r?otovh^ the {^lents from that role (Griffith, 
1991; PouI«n, 1991; Woodruff & Sterain, 1^). The provision and 
cqoxtiinatkm of Uiese services requires a transiency, transdisdpUnary 
effort siniifar to that envfeloned in PartHirfPublfcUw99457{Garw^ 
lcSheehan,1989), The indsviduafized^mSy service }dan([FSP}Uiatwi^ 
propel ^ title OMnerstone proce^ for service deUvery in this law 
would be rmsi appropriate with this population. The prindple behind 
the IFSP is that fainHira cannot be broken down into separate units of 
parent, child, grandparent and o^ers for the purpose of service delivery. 
Family-centered services are essential for young children who have been 
f^enatally exjwsed to drugs and their families. 

Interaction of Biology and Environment 

By tfie time the child who was sutetance exposed inches pjneschcHjl age^ 
a mymd of environmental events have occurred that usually further 
increase the cliiid's risk for developmental, learning, and behavioral 
problems. Whether the behavior that om? is seeing is the ijipact of the 
drugs per se or the environment rannot usually determined. In fact, 
the behavior is likely to be an interactic«i of the two. In terms of 
development^ there will be a range of outcomes from this intersction 
{Barth, in press; Chasnoff, 1988; Griffith, 1991; Howard, Beckwith, Rod- 
ning, & Kropenske, 1989; Kronstadt, 1989; Madden, Payne, & Miller, 
1986; Poulsen &: Ambrose 1990; Schnull, 1986; Weston, Ivins, Zucker- 
man, jones, & Lopez, l^v;. 

Childmi with DeiKfppmetttal Disabilities. Poulsen (1991) notes that of 
children prenataHy expired to substances, 2 to 1 7% will display amgeni- 
tal malformations at birth (Ash, 1977; Burkett et at, 1990). Some children 
win dbplay mental retardation, seizure disorders, cerebral palsy, and/or 
physical anomalies. These children and their families will need early 
intervention services as defined by P.L. 99457, Part B and Part H, 

Children mth Nonml Iki^ebpntent Some children who were prenatafly 
exposed to substance will show typical development, parUculariy if they 
are raised in staWe, predictable homes with nurturing and consistent 
care^vers. In order to achieve thus degree of consisterKy and nur- 
turance, many famiUes wil! require support servkres that have not 
typicaUy been provkied to children without disalnlities. Estimates of the 
percentage of children who might show t3T>k:al devek^pment if ap- 
propriate services were available to them and their fainilies are not 
gen^eraUy available. An investi^tton is being conducted by the National 
AsscKiation for Perinatal Addiction Research and Education (NAPARE) 
with 300 children who were prenatally exposed to cocaine and other 
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drugs aitd/or alcc^o} {Griffith, 1991). The children and thor fam&ies 
ha^-e received services li^nning during pr^ancy. NAPARE re- 
searchers have seen that the mafority show normal patterns of 
development in sodal, emotional, and o^tive areas, with 30 to 40% 
diowingdelaysinlanguageand^cM-difficuHfesinattention. Information 
on these children's performance upon reaching ^itional puhfic school 
programs is not yet available. Whettter they wiB be labeled as «quiiing 
sjwdal education services is not clear. Regardless of an individual child's 
development at a given time, Ihe combinatk>n of biobgjcal and environ- 
mental risk factonJ affecting thew children leads to the majority being 
considered at risk. 

OiUdren at Ri&k pr Uammg and Bvhavhr Prcblm$. The majority of 
children who were substance exptsed in uteno can l>e considered at risk 
for school failure and developmental difficulties. A^in, this risk is not 
a result just of substance exposure, but also of environmental factors. 
Substance-expi>sed toddler and preschool-aged children have been 
shown to have normad intellectual abilities but less ability to modulate 
and control their own behavior and less task persistence than their 
nonexposed peers (Griffith, 1991; Howard, Beckwith, Rodning, & 
ICropenske, 1989; Strauss, 1981; Streissgulh, 1989; Wilson, 1989). As 
pointed out earlier, in the NAPARE investigation approximately 30 to 
40% of the substance-exposed chikiren are showing delays in language 
or attentional problems. The degree of language delay or attentional 
pro! lem ranges from mild artjculatiim difficulties to severe language 
processing problems and from mild distractibility to diagnmed attention 
defidt disorder with hyperactivity. Most commonly, the children display 
low thresholds to overstimulation and decreased frustration tt)lerance. 

Poulsen (1991) pointed out that/twf/i«^sftaWisa term that wncisely 
describes children who are at risk due to prenatal substance exposure. 
These children sht»w uneven neurt»k)gic maturatron, which b displayed 
through their difficulty in modulating and regulating their own be- 
havior. This difficulty with st»-called "state regulaticm" is present in 
newborns and continues to In; displayed through the preschwl years. 
When their capacities to self-reguiate are overwhelmed, they may lose 
impulse control and display disorganized and/or inappropriate behavior. 
They have particular difficulty coping with transitions that are un- 
planned or hurried. Given the psychosocial stresst»rs in their families' 
lives, such transitions are likely and contribute to high stress lewis in the 
children. Intervention aimed at helping caregivers to provide smoother 
and more predictable transitions has been shown tt> be helpful to the 
children (Griffith, 1991). 

These children may alst> deal with overstimulation and lass of 
self-regulation by withdrawing fn^m the situation (Griffith, 1991; Poul- 
sen & Ambrose, 1990). At times children who display withdrawn 
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behavior are d^oibed as "easy babi^"' by their caregivers. The 'easy 
baby* becomes a child at risk when he or she is actualiy underreacth'e, 
lethargic, and overly compliant These children initiate little with 
carej^vm, peers, or toys and nuterials. They are sideline observers md 
may miss out on the interaction necessary for typical development 

The child who is at twk due to prenatal substance otposure displays 
a wide range of beha\1ord and learning charactertetica. As stated eailSer, 
there is no typical prc^ of this chiW. However, there are some common 
characteristics that are helphd for |nactitioners and caregivers to under- 
stand as they Interact with such children. These have been summarized 
completely by Cole, Ferrara, and colleagues (1989), and Poulsen (1991). 
Some children will display none of these characteristics, others otrfy a 
few. Very few children wiQ display all of the characteristii» descrit«d 
here. 

Possible behavioral characteristics indude 

• Exhibiting behavioral extremes. 

• Becoming overstimulated easily. 

• Displaying a tow tolerance for changes. 

• Constantly testing Umits set by adults. 

• Difficulty in reading sodal cues. 

• EHfftcuIty in establishing and maintaining relatiimships 
with peers. 

Possible learning characteristics include 

• Language delays. 

• Sporadic mastery of skills. 

• Inconsistent pn»blem-solving strategies. 

• Auditory processing and word retrieval difficulUes. 

• Decreased capacity to initiate and orgaruze play. 

• Decrease in focused attentitin and a>ncentration. 

From Schools Me^ the Omlim^. Educatiotmt Needs of UxMren 
At Risk Due to Stih$tattce Exposure by Marie Kanne Poul.sen, 
J991. Sacramento: Resources in Special Education. Copyright 
1991 by Resources in Special Education. Used with permission. 

Over all, children who have been prenatally exposed to drugs 
and/or alcohtil show a pattern of development, beginning in infancy and 
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continubig throti^ the presehcd y&m^ which li^s led child devehip- 
ment spedaiists, psychologiats, p^tridans, spedal educators, and 
otheis to be concerned about how they will peiform in the tradittonai 
puUic school setting. Currently, iBtle infonnatiDn is availabfe to answer 
questions atK>ut thdr success in sthocL More information is avallabie 
on diildren who prer»ta% exposed to akohd than to other 
suNtances. Much informatiim is avaSabte that points to ^e need to take 
an interactionist approadt %vith this poptilation and to recognize the 
power of environment as well as t^k^k^ in their Um. 

Information is be^ning to generated on the power of early 
intervention with these children and their families. The nec^sity of 
adopting a fonUiy-centered approach that i»es r^ioiiroro from a variety 
of professional disdpfines and community sondes is also being recog- 
nized (Griffith, 1991; Woodruff & Sterzin, 1988, 1990, 1991). The 
remaii^g chapters of this book provide recommendations on family- 
centered, transagency. transdisd{^inary early intervention. 

3. implications for Practitionei^ 



A 9ingf9 age/icy usuatty camtot meet 8!f of th9 nwds of 
chmmi and famttlas ttoaHn^ wHU the effects of axposure to 
alcotwt and oWar druga. A famlly-caiHared system of 
sendees la needed. TTtere ara a number of things educaton 
can do to fosfer the gro¥rth of these t^ldren, fntduding 
undenmndtng and intervening in the effects of pranatat risk 
factors and sfres^/ m events; MUtming a honm-school 
parmersh^ tmd buitding profecf/ve mcfors and fadUtattve 
processes into the educational environment 



Direct service providers who work on a day-to-day basis with children 
who were prenatally expensed to drugs and/or alcohol and their families 
come from a wide variety of disdf4ines such as nursing, special educa- 
tion, and vocational rehabilitation; they often work for a wide variety of 
agendes (e.g., hospitals, drug recovery progranw, and public schools). 
The complex needs of the children and their families necessitate a trans- 
agency approach, becau<»e a single agency u.sually cannot meet ail of the 
needs of children and families. When single agendes focus on just the 
needs they are aWe to meet, they often do not deal with the situation in 
a holistic manner. For example, when preschool teachers focus jusl t>n 
a dwld's belwvior in the classnH»m, they may not devek>p a program that 
places significant emphasis on the child's past experience with multiple 
caregivers. 
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To be majdmafly effective, services for chiUren and fainaH?s must 
be tramagency and transdisdpllnary. Pereonnel from health, education, 
social servictJs, children's services, drugand alcohol pnsgrane, and men- 
tal health service* must work together to create a seamless system of 
services that are responsive to the needs of a wide variety of families. 
Services must be ccxmJinated so that agencies adapt to families rather 
than families having to adapt to multiple agencies. Personnel from 
different discij^es must learn to talk a common language, preferably 
one that paiwts can understand easily. Initial referral and intake for 
services must be coordinated so that families need to enter the system 
only one time. The p)ai of ^rvice piwviders must be to make the system 
user friendly and supportive. 

To be maximally effective, services must be family centered. Service 
providers must step aat>ss age boundaries and view the fanuly as a unit, 
rather than separating die needs of children and their parente. Early 
intervention programs must empower families as major decision makers 
on behalf of their children. Adult treatment programs must rea>gnize 
that the women they are treating are also mothers. 

The family is a unit. Effective service delivery views each individual 
in the context of this unit Each family unit is unique and has its own 
concerns and resources. A family's cultural racial, and ethnic back- 
ground has an effect on how its members interact with the service 
system. Service providers must increase their knowledge of cultural 
diversity and Iwcome more culturally comfR-'tent. 

Eight key elements in family-centered service deUvery were iden- 
tified by Shelton, jeppson, and johnstm (1987) and have been elaborated 
by others (Dunst, Trivette, & Deal, 1988; Vincent, Salisbury, Strain, 
McCormick & Tessier, \9m; WiKidruff & Sterzin, 1991). These eight 
elements are as follows: 

• Families are the ci>nstant in children's lives, while service providers 
and systems come and go. 

• Parent-service provider collaboration is essential at all decision- 
making levels. 

• Complete, unbiased information abi>ut child and family care must 
be shared with families. 

• Program policies must meet the emotional and financial needs of 
families. 

• Family individuality and uniqueness must be respected. 

• The needs of families must be incorporated into the service system, 
rather than the service system into the family's life. 

• Parent-to-parent and family-ttv-family support must be facilitated. 




# Service deMvery systems must be i^pomive to fan^nee^ 
fkidble and accessiMe. 

In a family-centered system of ^rvic», femiBes are viewed as 
competent identifien» of their concerns and priorities. Hie task of service 
providers is to help them in this identification proce?^ and then to help 
id^tify resources that the families find acceptable to meet their 
priorities. Fanufies are the decteion makers for themf^Wes and their 
cluUren. Parente' opinions about a child's devetopment and n^ids are 
considered fust as important as professional ofrfmon. Building a relation- 
sWp with Uic family ba^ on re^)ect for a family's uniqueness and 
capabilities should t>e a mafor goal of the service provkier. 

ImplScatlons for Educational Personnal 

Educational personnel indude teachers, school psychok)gists^ teaching 
assistants, speech and language thera]:^ts or cBnidans, and adaptive 
physical educators. The majority of the recommendations presented 
here have grown out the work of the Los Angdes Unified School 
District's program for preschod age children prenatally exposed ti> drugs 
(Cole, Ferrara et al, 1989; Cole, Jones, & Sadofsky, 1990). Program 
personnel havtf identified basic assumptk>ns for personnel working with 
the children and pnitective factiirs and fadlitative pnjcesses to be built 
into dassrcHTOS for young children prenatally exposed to drugs and/or 
alcohol. 

Basic As$umfHion$. Ten assumptions that should guide the development 
of educational servkes for these young children have been identified by 
Cole, Ferrara, and colleagues (1989). These are as follows: 

• Facilitating a home-school partnership is an essential part of the 
curriculum. 

# Each child and family must be served as individuals with particular 
strengths and vulnerabilities; attempting to list a^mmon charac- 
teristics for both children and mothers hides the unique strengths 
and vulnerabilities of each mother-child relationship. 

• These children are more like than different fn>m their typical peers. 

• Prenatal drug exposure can cause a amtinuum of impairments from 
severe disabling conditions to risk factors; however there is no 
''typical profile.** 

# Children show a pattern oi performance that is often inconsistent 
and unpredictable; they master skills sporadically. 
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• Behavton are the resist of a ccmsteUatkin of risk factors resuitii^ 
from possible oiigank damage, early insecure attachment patterns, 
and often ongoing environmental instalnlity. 

• Intervention strate^, to be elective, im»t attempt to counteract 
prenatal rfek factors and stresshil Hfe events; protective factors and 
fadiitative processes mt^t be built into classrooms. 

• Better coping Mlh require increased self-esteem, self-oontroi, and 
problem-solving mastery. 

• Program intervention is beat achieved when all professionab con- 
cerned with the family have regularly scheduled times to meet and 
plan. 

• Research has shown that the progress of children at risk is 
enhanced when they are placed in predictable, secure, and staWe 
environments where they can form attachments with nurturing, 
caring adults such as teachers and baby-sitters. 

In order to work effectively with young children prenatally exposed 
to drugs and/or alcohol in the toddler or preschool classnwm setting, 
educators must recognize the vulnerabilitira of the children~vul- 
nerabUilies that come from both biological and environmental risk 
factors. Educators must also recognize the children's .jtrengths and the 
ways in which they are like typical chikiren. When the children display 
dtf Acuities in devetopment, learning, or behavior, appropriate interven- 
tion strategies must be selected. H^ese stratepes ci>me from years of 
providing services to young at-risk children and children with develop- 
mental disabilities. 

In the of«nion of the authors, children who were prenatally expt>5ed 
to dru^ and^or alcohol do not need a separate curriculum or teaching 
methodotogy; they need systematic apf^calion of what we know about 
successful early intervention (Bredekamp, 1986; McCracken, 1986; 
Strain, 1990; Vincent et al., 1990). The educatfonal personnel from the 
Los Angeles Unified Schix>l District program have done this through 
their development of a dt>cument entitled Today's Owllenge: Teaching 
Strategies pr Workifig with Yourtg Children Pre-natallif Exposed to Drugs/ 
AlaJtd (Cole, Ferrara el al, 198^. They divide the strategies into two 
areas: prijtective dassrotw factors and fadlitalive classrot>m prtwresses. 

Protective Factors to Be Built into a Ck^room. 

• Curriculum: Curricula should be developmentally appropriate and 
promote experiential learning— intenctkin, exploration, and play 
in a context that is interesting and relevant. 
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• Pby: Adults must actively fadUtate chBdwn's play activW^ hy 
hdpingthem extend the comptodty and duration of such activities, 

• Routines and rituals: Children need a setting that b prediclabte; 
continuity and feliabSIity should be provided through routines and 
rituals. 

• Rules: The setting should be one in which the number of rules 
spedficany tdd to the children is limited. 

• Observation and assessment Assessments should be made during 
fUsy, at transition time, and while Ae child is enga^ in self-help 
activities. 

• Flexible room envimnment: The setting should allow materials and 
equipment to be removed to reduce stimuli or added to enrich the 
activity. 

• Transition lime plans: Transition should be seen as an activity in 
and of itself with a beginning, middle, and end. 

• Adult/'child ratio: There should be enough adults to promote 
attachment, predictability, nurturing and ongmng assistance in 
learning appropriate coping styles. 

These protective factors focus on planning that educational person- 
nel can do before they bring children into a classroom setting. They are 
general guidelines for the design of toddler and preschool environments 
for all children. The assumption is not that young children who were 
prenatally exposed to drugs and/or akohoi will be placed in separate 
classrooms. The experience of the Los Angeles Unified School District is 
that a majority of the children can be served in the toddler or preschool 
settings where their typical peers are receiving .ervice. 

FacUitative Processes to Be Built into a Cksswrn. 

• Attachment: A major g<»al for each child is to develop an attachment 
to one of the adults in the classroom. 

• Respect: Adults must respect children's work and play space. 

• Feelings: Feeling are important and le^timate; there is a reason for 
children's actions and behavior cvrn though adults may not be able 
to figure it out 

• Mutual discussion: Talking about behavior and feelings validates 
the child's experiences and sets up an accepting atmosphere. Adults 
should resfwnd with empathy, not judgment. 
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• Rolemci^el: Teachers iwed to model behavior that is appropriatefor 
children to imitate. 

• Peer sensitivity: Until chUdren have the experience of having their 
o%vn needs met repeatedly and consistently, they will not become 
aware of tfie needs and feelings of othm. 

• Decision making: Teachers need to recqpiize the imjwrtance of 
aUowng children to make decisions for themselves and prowle 
many opportunitifi^ for such decision making. 

» Home-schtK)l partnership: Establishing a close working relation- 
ship with the home is an essential part of the curriculum, 
strengthening the positive interaction between child and family 
and increasing parental confidence and competency. 

• Transdisciplinary model: The activities of ai! professionals 
concerned with the chiM and family should be a>ordjnated^ 

The strategies identified as facilitatiw prcKresses shape educational 
personnel's interaction with children and families on a daily basis. They 
are designed to counteract or help children cope with stressful life events 
th may be experiendng. In addition, the strategies are desigwd to 
p ? children support in coping with any neurodevelopmental be- 
hdviors that may impfde their learning and classroom performance. 
These strategies can be combined with teaching techniques of using play 
as a learning activity and pn>viding individualized and smafl-group 
guidance to assist children in mastering new sfcills^ Most children who 
are experiencing difficulties in self-regulation and behavior nuKluIation 
do give eariy warning signals (e.g., iiKreased rates of behavior or ran- 
domness of activities) that can serve as a cue that they are losing control 
Learning the cues for individual children is essential. This is often a good 
starting point for interacting with families and rdnforcing the concept 
that they do know their own children. Often parents are well aware of 
these behavioral cues- 

The ftKus must be on the child's ^mal environment as well as 
prenatal exposure to drugs and/or alcohi>l As educators, we cannot 
change the prenatal exposure, but we can give children support and new 
skills for dealing with the world in which they live. If we form a 
cooperative partnership with their families and other community agen- 
cies, we can work to change the sodat situation in which they five. We 
can be effective in helping children and families functitm in the educa- 
tional mainstream. 

Over ail, these assumptiorw and protective factors and fadlitative 
processes point to the tindings from the research literature presented in 
Chapter 2. We do not know what the outcome for individual children 
and families will be simply because of prenatal exposure to drugs and/or 
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alcdiiol. Outcome dependent on the interaction of biological and 
environmental events. Chie powerful «t of environment events is the 
interwntion service that we choose to offer to these children and 
femilies. S^vices that are <»mprehen»ve^ coordimted/ fcransagency> 
and transdi^plinary, if they are delivered from a family-centered 
persp»:rtive^ can supfH»t Uiese children smd famili^ in adiieving success 
in the mainstream of our educational and community settings. 

4. Impiications fdr Prc^ram Development 
and Administration 



TmnsagBncy program tievelopmwt (s nrntdwS In order to 
proulde tfie variety of sotvtoos neetfed thoso families. 
1?}0se servfcds may IndufSa spocfafized imdlcal care, 
family iherapy, ttome twatth care, early Intervention 
servtces, preschool mental health services, and vocational 
services, among others. 



To provide a perspective on program deveU^pmenl activities, we have 
developed thefi»llowinglist«>f serviceii that the yt^ung children whi* were 
prenatally expired to substances and their fanulies used in our various 
programs. These services were nut provided by one agenc^y and, in terms 
of the audience for this hwk, arc not assumed to be the responsibility of 
public education on its own. The list points tc^ the need for transagency 
program deveU^pmcnt and administration. Needed services include 

• Specialized medical care for the child dealing with the effects of drug 
exposure and HIV infection and for other infected family members, 
preferably at the same facility and at the same time. 

• Famtily therapy aimed at developing healthy, functional relation- 
ship.s among family members. 

• Adequate chemical dependency recovery programs for mothers 
that allow them to keep their children with them during rectn ery. 

• Babysitting and respite care services. 

» Prenatal care, including nutrition counseling and food, 

• Home health care and homemaker services, 

• Parent-infant interaction pn>grams. 

• Early interventicm services for childa*n who arc shi)wing develop- 
menial difficulties. 
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• Preschool services for children that support their learning and 
developnH^nt even if they are not showing delays. 

• Mental health services and emotional suppwt for families, includ- 
ing parent-lo-parent and }m>fes3»lonal-to*parent Servian 

• Family sbressmanagment instruction. 

• Infcmnatibn and as^tan^ce in obtaining safe and affordable hous- 
ing. 

• High school completion and vocational instruction. 

• Assistance in obtaining a job. 

• Transportation planning and as^tonce. 

• Specialized foster care for children and/or mother^hUd pairs wh^^ 
the tnological family is unable to care for them. 

• Adoption services when family members are unable to care for the 
child who has been substance exposed. 

• A 24-hour information and aim support hotline. 

• Stipends to extended family members caring for children. 

• Health and social services for undocumented aliens who are 
parents of children who are substance exposed. 

• life skills instruction, 

• Qothing for children and adulte, 

• Food and basic household supplies. 

Many other services could be added to this list depending on where 
a family lives, how many children are in the family, and how healthy the 
children are. The major t^k of program developers and administraters 
is to network with other private and puWic providers in the community. 
Woodruff and Sterain (1991) summarized the recommendatiorts of 
Schorr and Schorr (1988) as foltows: 

In order to succeed with families with multiple needs, 
programs must offer *a broad spectrum of services,* must 
*cross traditional professional and bureaucratic boundaries/ 
must be ^'flewble/ must ''see the child in the context of family 
and the family in the context of its surroundings/ must be 
offered by *'people who care about them and respect them^ 
people they can trust,'' must offer services that are ""coherent 
and easy to use/ must offer ^continuity of services from a 
small, committed team/ must find ways to "adapt to or circum- 
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vent traditional professionfil and bureaucratic limitations 
when necessary to meet the needs of Aose they serve,' and 
mtot be tiered 1^ 'profes^nak who are able to redefine 
their roles' to respond to needs, (pp. 257-2S9) 

Services to women who are dmg dep«wlent must focis on ther 
recovery, tfwir life skills, and, in Ae case of women with children, their 
patenting akiHs. Services to children who were prenatally exposed to 
drugs and/or alcohol mi»t focus on their biok)g!lcal and «ivironnwntal 
risk factors. They must counteract negative Ufe events that diiWren are 
experiencing. For both mothers and chiklren, services must focus on 
increasing coping and problem solving sWlb. In order to provide th^ 
types of services, communities will have to build transagency models of 
planning and service delivery. 

Experte in the drug recovery and child welfare fieWs believe that 
programs must 'support the mother, protect the Infant and promote 
positive mother-infant interaction and formation of a positive relation- 
ship' (Weston el a!., 19^, p. 6). Lief (1985) suggested that such 
comprehensive services would help these mothers 'unravel the strands 
of disorder and make possible a reasonably constructive design for 
living" (p. 74). To be most effecth'e for parents and children, services 
must help both achieve their maximum potential. 

Transagen<7/transdisdplinary service delivery requires a commit- 
ment to community consensus building and the Invdvemenl of direct 
service personnel in mteragen^f planning and program development. It 
also requires viewing families as equals in the decision-making process. 
Both of these commitments will mean additional training for existing 
staff members who are generally trained to operate within the confine 
of their own program. In the case of educational personnel, this often 
trandates to the confines of their own dassroom. Administrators must 
provide leadership in this process of community collaboration and sup- 
port the invoh-ement of their staff, induding training in consensus 
building and shared decision making with families. The area of families 
as competent decision makers needs particularly careful attention. 

The general media image of children prenatally exposed to drugs 
and/or alcohol has not been a hopeful one. The children are pc»rtrayed 
as "marked* for life. The image painted of their families is equally bleak; 
They are shown as uncaring and uncommitted. Our experience over the 
last 4 or 5 years as we have worked with these children and families does 
not support either image. Neither the research nor mode! program 
literature supports this image. We must beg?n to confront the bigotry 
inherent in this negative view. Educational personnel need information 
on the diversity of family values and forms and tiie capability of families 
to act positively on behalf of their children. The model projects presented 
at the workshop upon which this book is based support a more hopeful 
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view for both childwn and femilie&. Svd\ a view is rea&tic if we build 
family-centered, commimity-bwed, coordinated, transagpncy services. 

These services must be jcnned with services for other young 
children and families. The danger of labefing, stereotyping, and 
segregating chBdren because erf matemd sut^tence abuse cannot be 
overemphamzed. Not every diild who demm^trato wme of the be- 
havto- discussed in this book w^ penataUy exjwsed to drugs and/or 
alcohol. Many other risk factors also result in leaming, behavioral, and 
developmental problems. Not every child who was prenatally exposed 
to drugs amVor alcohol wUl show proWeii» in development^ learning or 
f^ehavior. Children who were prenatalfy expend to substances are 
unique, but as a whde they are more like than different from other 
chUdren. The environmental risk factors they face seem to be at least as 
critical as their biological risk factors in determining their developmental 
outeome. The lal^l premUiUyexposGitQdrup and/or alccfu^ does not mean 
that one teaching strategy will be more trffrcti ve Aan another or that one 
curriculum shoidd be used over another or that one staffing pattern 
needed over another. There is a danger in this label in that it can 
engender a self-fuIBlUng p^t)phecy: Children will become what their 
parents and teachers expect them to become. Given the current view of 
drug exfH)sure this would be an unfair prophecy. There is alw a danger 
in labeling the parents. Alcohol and drug addiction is an illness, not a 
moral shortcoming, labeling mothers as having exfH>sed their children 
when very little treatment is currently avaikble to those with this illness 
is mean-spirited, if not unethiral. /Jso, such labeling implies that the 
parent is not interested in the chiki; this dow not match the experience 
of these authors over the past 4 or 5 years. 

Schorr and Schorr (1 ^) identified the following six steps necessary 
for implementing services that work for families. 

1 . Knounng u4iat uwks. We now have the bej^inning of a data base on 
what works, that is, family-centered, comprehensive, aH>rdinated, 
trans3gen<y, community-based care, 

2L Prwing we cmt affmd it. The altemative to affording such forward* 
boking services when children are young is to pay later in high 
school dropout, teenage alcohol and drug abi^, teen pregnancy, 
juvenile delinquency, out-of-home placement, and so forth. 

3. Attracting and tmming eftou^ skilled attd ammitted persofmd. This 
new vision of service delivery will require staff development in all 
of the major agencies that now interact with cWldren and families. 
Of particular concern is the recruiting of individuals from the 
diverse cultures served by the^ agencies. Currently, there is a 
shortage of qualified personnel from minority groups in the human 
service fields {Federal Bureau of Labor Statistics, 1988). The poten- 
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tial of expwfcncwi pattnts with nw parents entering the 
^temneeds tobe ^cph»red hnti^r. 

The last thiee ateps have to do with replksting model prog^^ms once 
tiKey have been developed or Identified: 

5. Gentling thehemyy hand (^Jmrnucmcy. 

These ste{^ will require admin^tiative leadership and support for doing 
what we know Ims made a difference, rather than just doing a fwce of 
it here and a piea of it there. The continued cxanmunity coonUnation 
of services coupled with a family-entered apprrach to s»vice delivery 
shoidd help to gentle the bureai^rarcy* If the model proposed in RL. 
99A^, Part H, for children from birth to 3 years of age and tfieir families 
is fully implemented, we will be well on our way to having families expect 
that they will be treated with respect The individuali2^ family service 
I^n (IFSP) Uiat is the cornerstone of this famOy-centered service ddivery 
model dearly |:^aces parents in tl^ role of taking on as much decision 
making as they like on behalf of their children. 

There will be a need for long-teitn model adaptation of what is 
learned through P.L 99457 and the many community-based profects 
being funded in different areas of Oie rauntry and for dilferent popula- 
tions through departments of health and social ser^ces aiKl drug and 
alcohol prc^ams. We have the beginning of an answer. Now we must 
continue to explore and expand with new populations and communities. 
The early fwture that was painted in the popular press and media was 
inaccurate. The children and families described here have capabilities as 
well as vulnerabilities. They are first and foremost individuals in need 
of services that meet their concerns. We have thn? opportunity to buiW 
a partnership with them, a partnership that is focu^ on a successful 
future* We will not be able to do it with education services alone or 
health services alone; we must build transagencj' models of comprehen- 
sive, coordinated sendee delivery and we must start when the children 
are very young — l>efore birth with prenatal care and after birth with a 
wide range of child and family support services. 
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"...should hove q mojor influence on 
persons oddressmg the wide range of 
nsfds of these children and families. The 
intefdiscipttnory, interogency approach 
to the education ond treatment of this 
speciol population wtil be essentiol for 
professlORols ocross fields.'' 

Ann Higsins Hoins 
Associdte Professor 
University of Wisconsin ot Miivraui(ee 
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